T H E title I have chosen is 'Partnership in Medical Care', and I would propose to illustrate my theme by reference to the National Health Service. As you know, my writ as Minister of Health does not run in Scotland, where the Secretary of State is responsible, but the main features are broadly the same on both sides of the Border. Changes are being considered in the structure of the National Health Service. In the early days of November we each announced our intention to review the administrative structure and, if necessary, to reconstruct it, in order to ensure that administration was geared to these functional patterns of service which best meet the needs of the patient as an individual. May I stress that we did not in any sense feel that the National Health Service had 'failed?' What we are coming to recognise is that the statutory apparatuswhich has been basically unchanged since 1948-has been outgrown by its service content. Medicine changes, evolves, and develops and hence requires an organisation which not only permits but actually promotes change. Organisations, however, have to be adapted; they do not adapt themselves; they are mechanistic. If I may recall some of my words in announcing the review 'It would be mistaken to regard as right for all time the structure which came into operation in 1948. It was particularly suitable to meet the crying need of that time, which was to reorganise, expand and deploy the hospital The Lecture will shortly be published in full by the University. and specialist services. That phase of initial reorganisation is now behind us.' I would like, if I may, to recapitulate on what I will call Phase I of the National Health Service, and point out some of its strengths in achieving partnership in medical care, and some of the weaknesses which convinced me of the need for review.
The logical starting point for considering the structure of the National Health Service is its purpose. What is it for? The germ of the idea was discussed long before 1943, but the objective was firmly set forth in the wartime Beveridge Report which aimed at producing a comprehensive blueprint for the welfare state, and assumed that a National Health Service would be an essential part of this blueprint. Taking up the idea, the Government of the day produced a White Paper in 1944 which announced the intention 'to establish a comprehensive health service for everybody in this country. They want to ensure that in future every man, woman and child can rely on getting all the advice, treatment and care which they may need in matters of personal health; that what they get shall be the best medical and other facilities available; that their getting these shall not depend on whether they can pay for them, or on any other factor irrelevant to the real need-the real need being to bring the country's full resources to bear upon reducing ill-health and promoting good health in all its citizens'. But, the founding of the National Health Service was evolution, not revolution; thus the White Paper spoke of a 'comprehensive service for all regarded as the natural next development', and went on, 'The proposal to set up a comprehensive service has to be seen against the past as well as the future, and to be recognised as part of a general evolution of improved health services which has been going on in this country for generations'.
Organisationally speaking, what happened in 1948 was that a uniform organisation was imposed on services which were already there, though not all of them everywhere, or available within the individual's means. The organisational change very often meant that the same people who had been members or officers of the old insurance committees, or voluntary hospitals, or local authorities, carried on doing the same job under the new National Health Service, and did it in pretty much the same kind of way. And of course, there was no change in the sense of vocation which drew many men and women into medicine and nursing, or in the nature and content of the professional services they rendered, or in their primary commitment to their patients.
The result of the Acts of 1946 and 1947 was the so-called 'tri-partite structure'. The local authorities were to provide in the main a traditional, though expanded, community and domiciliary service, historically developed from the acceptance by the local community of the duty to relieve its indigent sick, and to prevent illness or limit its disabling consequences. General practitioners and dentists came under the administrative wing of Executive Councils, which can be regarded as the direct successors of the former Insurance Committees. The main change in 1946 was to unify the hospital services, municipal and voluntary alike, under Regional Hospital Boards and, in the case of teaching hospitals in England and Wales, Boards of Governors; these bodies were responsible for planning, co-ordinating, and developing the services. This concept of regionalisation of planning was, of course, not novel in 1948, but had been discussed in increasingly precise terms over the years, until the Act of 1946 gave it authority and a basis for action. The regional government of the war years and the hospital surveys of 1942/44 had pointed the way. At another level day to day routine management was given to Hospital Management Committees in England and Wales, which will be better known to you under the name of 2 Boards of Management in Scotland. These took over the former voluntary hospitals and the hospitals formerly managed by local authorities. This pattern reflected a concept of three inter-dependent but separately managed streams of care for the community, and an implicit assumption that relationships would not change. Looking back, this was a curiously static conception, as if the new form of management need only attempt the organisation of services as we then saw them. What we have to examine is how far the streams of care flowed together in practice, while the formality of the tri-partite administration remained unchanged.
The National Health Service Acts provided for consultation between the various statutory bodies on their schemes for providing services, and from the outset it was arranged administratively that there would be some interlocking membership. The need for co-operation was reviewed as early as 1952 by a Committee of the Central Health Services Council. Its diagnosis was that the problem ofco-operation in the National Health Service arose from the administration of the service through three separate branches, and was aggravated by the differingadministrative and geographical divisions within each of these branches. This problem, common to all large scale organisations, was emphasised but was not created, by the National Health Service. The Committee's positive recomendation was to establish standing joint liason committees both for general and for special purposes, again it seems ignoring the organic nature of the enterprise.
The Committee set up to enquire into the cost of the National Health Service (the Guillebaud Committee) had in the nature of things to consider the structure of the service. In essence,its finding was that the organisation had only just settled down in the 8 years of its existence, and that it was far too early to make a change. This Committee set the tone for most of the thinking about structure for many years. While it is perhaps unfair to criticise the committee now, when circumstances have changed so radically, the fact remains that the doctrine 'when it is not necessary to change, it is necessary not to change' inhibited, and perhaps stultified, thinking.
The question of an entirely fresh approach to administration of the Health Service was reopened by the Porritt Report in 1962. This Report was the work of a distinguished, and incidentally very large, Committee representing all sections of the medical profession. It came out uncompromisingly for the principle of area health boards, which would deal with all aspects of the Health Services, but it made no attempt to define the size of areas or the composition of Boards. I think it is fair to say that the reasons which moved this committee were those of professional fulfilment: they wanted the general practitioner to be able more fully to realise his capacity and his potentialities by extending his access to the specialised services of the hospital, although consultants were to remain responsible for hospital work. They wished to tap the special expertise of the Medical Officer of Health and to give him a wider sphere in which to exercise his talents, by making him a consultant in social health in an appropriately broadened department. Illusory though it may have been to imagine that such changes would be brought simply by organisational change, we can none the less realise now that this report was a turning point. I could wish, however, that the Committee had agreed on and said more about some very necessary changes in the organisation of medical work in and out of hospital.
Many criticisms could be, and indeed were, made of the Porritt Report. Some said that it was a 'Report on doctors, by doctors and for doctors'. More seriously, it was pointed out that the Report produced an idea and a philosophy, but in no sense a plan. What was to be the geographical extent of the area health board? How was it to be governed? Was it not a self-defeating process to propose, as the Report did, first unifying the administration of the services but then setting up three subordinate bodies under the area health board, corresponding to the existing tri-partite divisions? There is something in all of these criticisms, but they missed the important point that the post-Guillebaud freeze had been thawed. Since then, restructuring of the administration has been a frequent topic amongst those connected in Partnership in Medical Care any way with the service. More recently, two economists recommended that health and welfare should be under one administrative apparatus in order to get the most out of such resources as might be allocated to these purposes. The medical profession has itself returned to this question, and the British Medical Journal has produced a series of articles, now collected in book form under the title 'Is There an Alternative?' with which many of you will be familiar. The object of these essays seems to have been to provoke people to think about the range of possible alternative structures. If I may say so, this seems altogether helpful: there is not one, there are many possible ways of restructuring the Health Service, even if one adheres, as I shall, to the principle of a free and comprehensive service.
I would like now to turn the realities of life for workers in the field, which underlie this debate on the government of the service. It will be my thesis that people working in the clinics, the surgeries or the wards have not been helped by these administrative demarcations, and that much of the success of the service has been gained by the efforts of these people unaided by the administrative structure. What have been the trends?
Firstly, a revolution has begun in general practice. This revolution has been carried much of the way by the general practitioners themselves, and the changes have become so widely accepted that we are in some danger of losing sight of their magnitude. It is commonplace to talk of group practices now. Let us never forget that this is a truly cooperative advance made by independent professional men of their own volition. They have come together to give better service to the public, and also to find a more satisfying professional and personal life. This is essentially a development which individual doctors must seek. The action of Government in such matters is necessarily limited. Associated with this grouping of practices, this rationalisation of what was once described as a cottage industry, has been a great increase in professional exchanges between general practitioners themselves, and with hospital staff. In the 1940s the general practitioner was often isolated from professional contact, and learned only from his own experience. Now, many general practitioners are active in research, and far more eagerly take advantage of courses for postgraduate education. All make increasing use of the diagnostic support facilities they can draw on from the hospitals. Secondly, the general practitioner is beginning to emerge as the leader of a team. Most local authorities have agreed that some at least of their health visitors, home nurses or midwives shall be attached to group practices rather than districts; in Oxford all the health visitors work in that way, a new kind of doctor/nurse partnership in the community. Thirdly, there has been the quite remarkable upsurge of interest in the new opportunities offered by health centres. All these changes have been in the field: they have not been matched by any change in the structure. When we survey these developments, we are faced with the inescapable conclusion that the administrative apparatus must be clearly made to serve the needs of those who are actually doing the work.
Side by side with these developments in the service sphere, we have seen developments of medical technology. I am not only referring here to the more recondite specialties such as brain surgery and open heart surgery which need a vast and costly supporting apparatus. Certainly we must take account of these developments. But comparatively unnoticed have been the beginnings of a managerial revolution in health planning. The application of the principles of scientific management to the hospitals has raised some very big questions. We have applied the principles of work study to office procedures, the nurse's round in the wards, the operations of building. We have standardised components for new hospitals and we have standardised supply items and procedures. The application of these principles has led us to realise that economy can often be best achieved by concentration. What I mean by this is not cheese-paring for cheese-paring's sake; every penny saved on producing a cheaper bed can be used in some other way within the Health Service. The logic of this leads us, as it has done in industrial and commercial organisations, to think of bigger 4 administrative units. But the Health Service is not an industrial or commercial organisation. It is a very difficult matter to find the right blend between the managerial and the medical optimum; we must never forget that good medicine must be humanely based on personal contact.
We cannot wish away the fact that the Health Service is big business with a budget of £1,500 million a year. We cannot make the great district general hospitals, the specialist units, the computers, and the apparatus of that kind vanish into thin air even if we wish. We need all those tools. We must acknowledge their existence, analyse their characteristics, and understand their potentialities. We must control them and put them to use. We must fit them into the new structure though they should not dictate its shape. They are servants and not masters. But we can only ignore them at our peril.
I have, I think, said enough about the case for change. I would like now to talk about some of the best features of the Service which must be carried on into any new structure. In a word the first and greatest of these is the partnership of the health professions. Despite all the demarcations of which I have spoken, a continuity in medical care has been preserved. That it has been so is due to the doctors and nurses in the field, and especially the general practitioners upon whom in the last analysis, it all depends. The professions have never allowed their contact with one authority or the other to obstruct their acting together in the common cause. It was apt, I think that the President of the B.M.A. should have chosen for his text 'One Profession, One Purpose'. These four short words remind us that medicine is more than a science-based discipline: it is founded on the rock of an ethic.
There is one aspect of partnership involving the medical profession that I sincerely hope we shall succeed in establishing on firmer foundations than in the past. That is the partnership between profession and Government. This relationship is critical for the success of any state-organised health service, but it has been bedevilled by the profession's suspicion of Government from the day more than half a century ago when the state first entered the arena of comprehensive medical care. Today the suspicion lingers, perhaps less among the rank and file members of the medical profession than among some of those who speak for the profession in a representative capacity. There may have been sometimes partial justification for this, because suspicion soon becomes mutual, but I do not think those occasions have been more than fleeting and comparatively rare. The medical politician is expected, or believes that he is expected, to reflect the anxieties and frustrations, real and imagined, of those he purports to represent. In such a situation a politician, and I speak as one myself, is tempted to look for an easily recognisable scapegoat. To delve into and try to identify the root causes of frustration is an altogether more complex and possibly painful process. Furthermore, if such an exercise reveals causes that are internal rather than external, the findings may not be too welcome. It is so much simpler to blame the Minister and his Department, or to suspect their motives.
The relations between the State and a distinguished profession, whose philosophy of personal independence is rightly inculcated from the student's first weeks in medical school, can never be entirely smooth, especially when the state becomes the provider of resources and the paymaster. The Government, represented by the Ministry of Health, has gone to some lengths over the years to try to eradicate any rational cause for suspicion. Not only is the doctor's clinical freedom sustained as the inviolable rule of the Service, but questions of remuneration, always a potential source of friction, have been handed over to independent bodies for consideration, subject to the Government's retaining, as it must, the ultimate right of decision.
These and other efforts on the part of successive Governments to remove as many irritants as they can from the area of possible conflict, have not yet led to the relationship of mutual confidence between profession and State which is so essential if the National Health Service is to achieve its full potential.
Obviously we have failed to carry conviction and I wish I could see why. If we fail Partnership in Medical Care in this way, we must accept some responsibility for it, but I would gladly do anything in my power to ensure that the health professions really understand that the will is there.
I am, I know, courting here the dangers of generalisation. Many doctors, perhaps a majority, particularly among the younger doctors, derive great satisfaction not only from practising their profession but practising it in an environment where they can, without hesitating to consider their patient's means, prescribe and carry out whatever treatment they consider is needed. They are probably aware of the factors which necessarily limit the rate of expansion of the Service and find them-as we all do-hard to accept. They are, of course, very conscious, as I am, that modern buildings and equipment and, far more important, sufficient trained staff would make a better job possible. They may well recognise that the Minister's objectives are the same as their own, namely to provide the best possible service the nation can afford, and as quickly as a vast modernisation programme permits. But one looks almost in vain to see this attitude reflected in the official voice of the profession or in the public utterances of those who speak for the profession in a representative capacity. Thus, to the public outside, there appears to be a state of antagonism towards Government an impression which is damaging not only to the best interests of the Service but to those of the profession itself.
We must, in devising a new structure for the Service, do everything possible to promote the development of a genuine sense of partnership, of working together for a common goal, and of mutual trust. I must also add this, that on every purely professional issue where my Department needs and seeks the most expert advice, the leaders of any and all branches of the professions give their time and help without stint. One outstanding example will suffice-the Committee on Safety of Drugs under Sir Derrick Dunlop has given this country perhaps the best surveillance system anywhere in the world.
The counterpart of the medical ethic is the duty of all men to comfort the sick. It would confound those who say that our society is demoralised to see just how much voluntary effort there is today. The foreign journalists who come to report on swinging Britain might do better to concentrate their attentions on the constructive work that many of these young swingers put in, visiting old folk and helping out in hospitals, or in their local voluntary aid society. The foreign journalists might be surprised; I am not. The urge to help the unfortunate has deep roots in British life. The coming of the welfare state did nothing either to frustrate that motive or to remove the need. There is still plenty to do in supplementing the work of the official agencies. There could be no greater fallacy than to imagine that the day of voluntary effort was over.
The National Health Service is indeed a partnership comprising many constituents. Between myself as Minister and the patient in the ward or at home stretches a great web of relationships and communications involving all sorts of people and bodies-Regional Hospital Boards, professional associations, Royal Colleges, and the like. This system would not work without the tacit recognition that we are all engaged in a common enterprise. The patient is not mine, nor owned by a Board or Committee; he is himself, and yet he needs the support of the doctor and nurse who attend him, and they need ours. From that starting point arise the working relationships, the willingness to hear each other's point of view and to pass on information and advice, without which the Service would not be possible.
Another force which we must foster is that of scientific enquiry. It would be impertinent to claim that successive Ministers of Health have been the patrons of the Universities. It is, however, true to say that the Universities have played a large part in the Health Service, and that the Service has endeavoured to give time and facilities for research work as an integral part of its own provision, sometimes in association with the Medical Research Council, sometimes with the universities. It could not be otherwise. Much medical research depends upon the support of health service from ordinary clinical care to pure laboratory work. Most major advances like cardiac surgery or 6 haemodialysis pass from a research, through a development stage to full application-and that means generalisation in a health service like ours.
The basic reason for the success of the National Health Service is the will to serve. This motive force has driven doctors and nurses to surmount the difficulties with which they were often surrounded-old, out-of-date buildings, insufficient staff, and shortages of equipment. We have come a long way in the last few years in modernising hospitals and providing better equipment, but let us not forget that these are merely aids: the men and women who use them are more important. We must make it possible for these men and women to put their talent to the best purposes, for this is something we cannot afford to squander.
We must be careful not to thwart the will to serve. Its voice must be heard in the governance of the Health Service. When I announced that the administrative structure was to be reviewed, many must have asked themselves the question 'who is to run the new model?' May I suggest, with respect, that this is the wrong question. The question we must ask ourselves is 'What form of management can most effectively solve the problems of the service?' I prefer to think of health service management not as the place from which orders issue, but the forum where problems are thrashed out; where each point of view is put, the professional requirements, the needs of the community, and the financial restraints; where there is communication between the various groups concerned in sharing out resources; where information is gathered and pooled; where proposals can be framed in the light of every consideration; where agreed policies can be hammered out.
Let me be clear about one thing. The new management must be effective. The men in Whitehall-or in St. Andrew's Housecannot and should not try to solve everything. Whatever shape new administrative bodies take, whoever they are composed of, they must be capable of taking prompt and realistic decisions, and seeing that they are carried out. This is not a plea for authoritarianism. If anything, it is a plea for more effective consultation. The feelings of the people who will have to carry out the plans must be basic data in the planner's reference book of information. The planners we want in the Service are those who know how to make common cause and partnership with the workers in the field.
We are going to need these planners. The Service must keep moving. We constantly hear demands for more money to modernise and expand the service, and one or two of the sums that have been mentioned would be impossible to spend responsibly. Of course I would like additional resources, but perhaps above all I would like, and like immediately, 50 more men skilled both in medicine and the managerial sciences. We need more men who are 'health planners' as versed in that art as town planners are in their speciality. We have far too few because we have failed to provide for them. There are as yet few high-level courses for them, though there is one in Edinburgh University for medical administrators and there will soon be one in London-I am sorry it has been so long delayed. The health service needs more doctors of imagination and drive and diplomacy who can administer and plan. I would like to see some of the ablest men come forward for such duties, centrally and locally, and to fill the Group and Divisional posts recommended in the two reports on the organisation of medical work in hospitals, published five weeks ago,with such remarkable agreement on principles. They will find much scope for their talents, for we are clearly past the time when individual skills alone sufficed for successful hospital work.
Until we have all the resources we should like for the Health Service-a day that will never dawn-we would, I think, all agree that we ought to do more to make the best use of the resources that are available-especially of manpower and woman-power. This is essentially a question of good management, both from day to day and in the long term.
Of course, this kind of problem is regarded as more the concern of my half of the partnership, but it is vital for us all that our management methods are both practical today, and forward-looking. If I may offer a friendly criticism of the medical profession in the past, it would be that in their laudable Partnership in Medical Care concentration on 'this patient here and this patient now', they have in general tended to neglect the question of general management of resources, and in particular what the businessmen call corporate strategy: where shall we be going in 5, 10, or 20 years time, what kind of medicine will be practised, and what kind of environment we shall be working in. We have some young doctors who can dream dreams and some old doctors who can see visions. But not enough. I applaud therefore the setting up within the British Medical Association of a Forward Planning Unit under Professor Miller. It may be that I shall disagree with some of its conclusions, but that will be secondary. The important thing is that the profession are looking forward and that the Ministry can have a constructive dialogue with them in the vocabulary of development.
It is certainly high time this work was started. We cannot expect to predict the kind of medicine that will be practiced in the year 2000 but we can think for 1972 and guess at least for 1977. My own guess is that we shall move much more quickly than many now expect in the functional linking of the hospital and the community services. I envisage that the general practitioner will give a new dimension to the concept of the allround personal physician, as group practice develops with nurses and doctors forming the group. Our hospitals will of course become ever more sophisticated and intensive in their approach to treatment. I would venture to suggest, however, that they will be places where people may go more often, but will stay for a shorter time, if they stay at all. Without any doubt their role will continue to change, as it has in the past. The hospital of the future is likely to function effectively only through its partnership with the group practices with which it will form a complex for both curative and preventive work.
What seems certain is that the medicine of the future will be even more the collective effort of integrated teams against predicted needs. It will be my immediate concern to see that the organisational framework within which these teams work, will provide them with all proper support; will build on the foundation of personal care and give the personal physician full opportunity to call on the specialist aids; will make the work of the medical centres as widely available as possible; will provide the necessary logistic backing; will enable doctors to use the tools of scientific management; and will get the last pennyworth of value from the money . available.
That is the road on which we must travel together. I believe that this transcends any of the detailed arguments about how the 8 Service ought to be provided. As I have said, the Service is very big business and no one but the State has a purse long enough to contemplate tackling its problems. Moreover, it is a generous ethic that brings the community into partnership with the medical and nursing profession to help care for those who have fallen sick, for 'We are members one of another'. It was this ideal which inspired the founders of the National Health Service. They began; let us continue.
